Doctors are free and legally obtainable, and potentially addictive. The aim of this paper is to explore the limits of appropriate patient dependency on doctors, to consider the signs and dangers of inappropriate dependency, and to underline in particular how damaging dependency is usually mutually engendered and may be avoided.
Problematic dependencies are liable to occur in patients who are emotionally at the less mature end of the spectrum, or in patients whose emotional resources have been depleted by long-term social adversity or physical disability. Even the most robust person, faced with adversity or illness and the threat of disability or death, can regress to quite primitive forms of dependency, and the doctor's real and imagined power over illness, and familiarity with death, make him a natural target for unrealistic attributions. But inappropriate expectations and demands will normally only be maintained when a doctor has some reciprocal, inappropriate investment in his powerful, caregiving role.
All of us, doctors and patients alike, have personalities in some sense divided between the parental (caring, controlling) part and the childlike (needy, demanding, perhaps rebellious) part, and the axis of the doctor-patient relationship will tend to parallel this inner division. As a result a process of mutual projection can easily occur in which the patient elects the doctor to be the parent and the doctor elects the patient to be the needy child. This mutual projection becomes risky when the parental and child images are extreme and polarized; for example, the needy patient can elect the doctor to be the perfect parent, providing what he never had as a child, and the doctor can experience some short-term gratification at this idealization until the patient (child) becomes increasingly demanding, or until some shortfall in the perfect doctor (parent) transforms the patient into an angry, ungrateful and deprived child, evoking in turn either guilt or renewed omnipotence or, occasionally, anger on the part of the doctor.
Classification of patterns of dependency
At this point it may be helpful to suggest a four-fold classification of doctor/patient relationships.
Levell:
The relationship between an inappropriately independent patient denying his own need or rejecting the necessary care of the doctor, and/or the neglectful or rejecting doctor failing to meet his patient's proper needs.
The normally dependent patient receiving appropriate professional care from a competent and caring doctor.
Level 3: The regressively dependent patient in the care of an over-protective doctor whose care, in terms of time, investigations or advice, has the effect of undermining the patient's trust in his own resources.
Level 4.' The level of malignant dependency in the patient marked by clinging, manipulative behaviour, emotional blackmail and threat in relation to a doctor whose need to be needed has drawn him into eliciting or accepting this behaviour.
Avoiding malignant dependency
How can problematic dependencies be avoided or corrected? To be prescriptive, I would suggest that the patient coping with illness or normal life crises and transitions presents few problems and is usually adequately helped by normal professional care, accurate prognosis and the nonspecific but valuable boost to morale. But patients who are coping badly with life crises, patients who have created lives of ongoing stress for themselves, for example through difficult marital relationships, patients with longterm disability to cope with, and patients suffering from major social injustice like bad housing or unemployment, present greater difficulties. Patients in any of these categories may present with the common range of depressive, anxious and somatic symptomatology. Most of them, in the short run, will respond to a helpful, listening ear, with improvement. Prescribing psychoactive drugs to these patients has a marginal additional symptomatic effect, only the anti-depressants working better than placebos, probably largely through their sedative effect". Moreover, such prescribing opens the way to a negative long-term effect, in that the patient comes to see himself as ill and in need of medical care rather than as a person struggling with life problems. Anything other than very short-term medication is best avoided and even this should be given in the context of an explicit discussion of the nature of the symptoms, and of their relationship to life's problems, and should not carry any implication of illness. Beyond this, insofar as the doctor is able to reflect cogently on the life problems presented and has a clear sense of the boundary of his own role and the limits of his right to advise, he may be able to start the patient off in a problem-solving direction, and he may be able to suggest non-medical, professional resources or selfhelp groups which are more appropriate to the nature of the patient's difficulties.
The most difficult patients are those who have embarked upon sick careers, marked by helplessness, atypical pain, polysymptomatic conditions or other illness behaviour. To prevent or limit the absorption of energies of both patient and doctor in futile investi-Paper read to Section of General Practice, 15January 1986 0141·0768/87/ 010025-02/$02.00/0 C> 1987 The Royal Society of Medicine gations and 'treatment', doctors need to be very straightforward with themselves and their patients about what they cannot do, and they should withhold unnecessary investigations and treatment. Instead they should offer strictly rationed access for rational reassurance or interpretive support, or refer these patients to psychiatrists or to psychologists able to offer cognitive-behavioural and/or interpretive psychotherapy.
Signs and symptoms of regressive or malignant dependency An established regressive or malignant dependency has characteristic signs. The patient has a high consultation rate, fat notes, few diagnoses but many treatments and investigations and shows no change of state through time. Correspondingly, the doctor displays a marked pallor as a result of his excess of noble tolerance which serves to preserve ,a sense of his own goodness (in the face of the scepticism from his family and colleagues). He may become angry and rejecting of his demanding patients in time, usually thereby increasing their aggrieved suffering and his own guilt. At the most malignant end of the spectrum, there are patients whose ultimate (unconscious) need is to be disappointed and punished and who evoke in their doctors furor therapeuticus, culminating in the removal of increasing numbers of healthy organs in what seems to be thinly disguised revenge.
Prevention
The worst outcomes can be avoided if doctors remember to give clear advice within their areas of competence while taking note of their patients' resources as well as of their weaknesses. Faced with patients showing severe, persistent or recurrent evidence of abnormal, dependency, we should make the limit of our contract especially clear and observe an 'inverse care law' whereby the more the evidence of a poorly integrated personality structure, the more careful we are to spell out and limit our availability. Beyond this, I believe there is a place in general practice for extending basic psychotherapeutic skills of a sort that actively involve the patient in his own treatment. One procedure of considerable value is the instruction of patients in self-monitoring (based on the work of Beck-), Any patient with recurrent or variable mood or psychosomatic symptoms can be taught, preferably with the help of written instructions, to observe the situations and, often of more importance, the thoughts that provoke and accompany exacerbations in his symptoms. This process actively recruits the patient to the task of understanding himself, often leads to a rapid reduction of symptoms and usually reveals what it is that provokes the deteriorations in mood or symptoms.
Most commonly, the issues revealed concern difficulties in assertion or the sense of being uncared for or abandoned. When the patient discovers these associations for himself, his attention becomes turned from his symptoms to his assumptions and behaviour, and this will, in turn, often initiate change. At this point the doctor may be of further help in encouraging patients to understand and describe clearly the ways in which they think and behave in relation to their unwanted moods and symptoms. (Common patterns have been described by the authorv"). Armed with this information, patients should be encouraged to practise recognizing these sequences, for example by focused diary keeping. Such an approach generates a 'co-worker' rather than a dependent relationship, in which understandings are jointly arrived at and through which the patient's own grasp of relevant concepts about his behaviour is increased.
As well as increasing their own and their patients' understanding of psychological symptoms in this way, doctors will be protected from collusive involvement with their patients to the extent that they increase the accuracy of their own self-reflection. Understanding the limits of our own particular frameworks can come from sharing problems with colleagues in a group situation which is safe enough to allow mutual exposure and trust. The insight so gained can be useful in diagnosis as one learns to identify, in one's particular responses, indications of particular problems in the patient. The work of Balint", and the continuing groups based on it, provide a context for this kind oflearning, but even unsupervised groups can be valuable. The combination of self-knowledge acquired in this way with a clearer conceptual grasp of how patients' difficulties and symptoms are produced, leading to accurate reformulations of patients' problems, represents the most effective way of limiting the creation of illness behaviour and the development of malignant dependency.
